Abstract: Acute proximal humeral fractures in the elderly are generally treated non-operatively if alignment is acceptable and in stable fracture patterns. When operative treatment is indicated, surgical fixation is often difficult or impossible to obtain. Hemiarthroplasty has long been the standard of care. However, with its reliance on tuberosity healing, functional outcomes and patient satisfaction are often poor. Reverse shoulder arthroplasty has emerged as a new technology for treating proximal humeral fractures but the indications for its use remain uncertain. While not conclusive, the evidence suggests that reverse shoulder arthroplasty yields more consistent results, with improved forward elevation and higher functional outcome scores. The primary advantages of hemiarthroplasty are improved shoulder rotation and shorter operative time. Complication rates do not vary significantly between the two options. Although higher quality trials are needed to further define the role of reverse shoulder arthroplasty, current evidence suggests that this is a reasonable option for surgeons who are highly familiar with its use.
INTRODUCTION
Acute fractures of the proximal humerus are the third most common type of fracture in the elderly [1] . Depending on patient and fracture characteristics, these can often be effectively treated non-operatively, as is the case in 80-85% of patients [2] . When surgery is indicated, options include shoulder arthroplasty, or reconstructive options including fixation with proximal humeral locked plate constructs in the physiologically young with adequate bone stock [3] . When arthroplasty is indicated, humeral head replacement arthroplasty (HHR) has historically been the treatment of choice for proximal humeral fractures as advocated initially by Neer [2] . However, in recent years there has been a trend towards reverse total shoulder arthroplasty (RSA). This has occurred in part due to the prevalence of rotator cuff deficiency in the affected patient population. In addition, non-union or malunion of the tuberosities have been associated with poor results with hemiarthroplasty; complete healing does appear to be necessary for a successful outcome following RSA [4] . Finally, RSA may allow for a shorter period of immobilization post-operatively given its semi-constrained design.
BASIC SCIENCE

Epidemiology
Fractures of the proximal humerus are very common in the elderly population, resulting in approximately 6% of all fractures in adults [1] . While up to 85% are minimally displaced and can be treated non-operatively, this still leaves a significant number of fractures that require operative treatment.
Diagnosis/Classification
In 1970, Neer described the classification that is most prevalent today [2] . This classification system is based on the number of main anatomical fragments, or parts (two, three, or four) which are defined as the humeral head, greater tuberosity, lesser tuberosity and humeral shaft, having displacement of 1cm or angulation of 45 degrees from their anatomic position. Variant patterns include head splitting fractures which are generally treated with arthroplasty except in the physiologically young and active patients, fracture dislocations which have a high incidence of associated neurovascular injury, and fractures of the anatomic neck with minimal calcar remaining that are prone to avascular necrosis of the humeral head [3] .
CLINICAL DECISION MAKING
High demand and physiologically young patients may have increased tolerance for repeat surgery and it may be reasonable to attempt a reconstruction even in higher grade proximal humerus fractures in this population. Low functional demand patients may be better served with a replacement, and those with pre-morbid symptoms of rotator cuff pathology or evidence of rotator cuff arthrosis may be better served with RSA [4] . RSA is contraindicated in the setting of axillary nerve injury however.
Based on radiographic criteria, primary arthroplasty may be indicated if healing is unlikely or if there is vascular compromise of the humeral head [5] . Fractures of articular surface (head splitting fractures) are considered a strong indication for primary arthroplasty. Factors associated with vascular compromise of the humeral head constitute relative indications for primary arthroplasty and include the following: anatomic neck fractures with minimal blood supply remaining for the humeral head (calcar spike < 8mm remaining attached to the humeral head), lack of a medial hinge and gross angulation and/or displacement of the fragments, specifically the humeral head and/or the tuberosities [5] . Radiographs are often sufficient for preoperative planning but a CT may be obtained to confirm a head splitting fracture and to further delineate the extent of articular surface involvement, the degree of comminution, and the relative positions of the fragments.
OPERATIVE TECHNIQUES
Both HHR and RSA have been extensively described in the literature and the operative techniques are not within the scope of this article [6] . With rare exception, both techniques utilize a deltopectoral approach to the shoulder with various options for subscapularis management. In hemiarthroplasty the component stem is generally inserted with cemented technique and the prosthetic humeral head articulates with the native glenoid. If the fracture involves the tuberosities, they are fixated to the shaft and bone graft may be used to augment healing potential. With fracture treatment, RSA fixation is generally with cement although cementless options exist.
HUMERAL HEAD REPLACEMENT -CLINICAL OUTCOMES
In one systematic review of patients treated with HHR for proximal humeral fractures, 41% of patients reported unsatisfactory outcomes [7] . However 40% also reported satisfactory to excellent outcomes, which included pain only with vigorous activity. Overall, with an analysis of over 800 HHR cases, the mean forward elevation was 106 degrees, external rotation 30 degrees and the Constant score was 56.6. Eleven percent of patients had complications related to tuberosity fixation and 6.8% had superior subluxation of the humeral head on follow-up radiographs [7] .
REVERSE SHOULDER ARTHROPLASTY VS. HUMERAL HEAD REPLACEMENT
No long term outcome studies have been published on RSA in the fracture setting. This has led many authors to question its durability and the wisdom of using this implant in physiologically younger patients for fracture [4] . Current indications for RSA include advanced age and decreased functional demand, rotator cuff arthropathy, chronic fractures, or failed hemiarthroplasty [8] . Risks specific to RSA include glenoid component loosening, glenoid notching, infection, complex regional pain syndrome, and proximal bone resorption. Intraoperative fracture of the glenoid may prevent insertion of the glenoid baseplate [8] . In systematic reviews comparing RSA with HHR, both Ferrell et al. and Namdari et al. found increased complication rates with RSA as compared to HHR, while Mata-Fink et al. reported better outcomes overall with RSA compared to HHR based on the Constant score, ASES and OSS [9 -11] .
Range of motion (ROM) comparison between the two procedures by Mata-Fink et al. demonstrated superior forward elevation with RSA with mildly decreased external rotation [11] . Ferrell et al. similarly found superior forward elevation without a significant decrease in external rotation with RSA [9] . However, Namdari et al. did not observe any significant range of motion differences between the two prostheses [10] , and with follow-up averaging under 30 months, the Constant and ASES scores were not significantly different between HHR and RSA in their analysis. Complication rates were higher with RSA but revision rates were higher with HHR in the analysis by both Ferrell et al. and Namdari et al. [9, 10] . Mata-Fink et al. did not find a significant difference in either revision or complication rates [11] . It is important to consider however that a revision option exists for HHR (to RSA) which may explain why this option may be more readily considered than revision of a RSA in which reconstructive options are far more limited.
The results of these three systematic reviews did not demonstrate clear superiority of one prosthetic option over the other. Both appear to be viable options; further prospective studies are needed to further elicit differences in functional outcomes and to further define optimal indications. Sebastia-Forcada et al. conducted the only randomized trial in the literature to date comparing RSA with HHR for acute proximal humeral fractures [12] , Table 1 . All patients underwent CT scan imaging. There was a minimum 2 year follow-up. A single modular system was used and the post-operative rehabilitation program was standardized across both groups. Functional outcome measures including the Constant, DASH, UCLA scores, active range of motion and tuberosity healing, were significantly higher in patients treated with RSA. The revision rate was lower with RSA. Functional outcomes were poorer with revision of HHR to RSA compared to cases treated with RSA primarily. Successful outcomes in the HHR group were dependent on tuberosity healing. The presence of an irreparable rotator cuff was a strong predictor of failure in HHR [12] .
Baudi et al. [13] reported greater improvement in the Constant, ASES score and ROM in patients treated with RSA over hemiarthroplasty. Sub-group analysis demonstrated that this difference was most pronounced in the most elderly patient group (>75 years). No significant differences were observed in the DASH scores between groups however [13] .
Cuff and Pupello [14] compared HHR and RSA in a prospective study. Fifty-three patients with three and four part fractures in patients older than 70 years were included. ASES, SST scores, ROM, and patient satisfaction were significantly higher in RSA than in HHR. Functional outcome measures and ROM were significantly higher in patients with healed tuberosities, although these scores were lower than in patients treated with RSA regardless of tuberosity healing [14] . In another retrospective study that compared HHR with RSA, Gallinet et al. [15] observed that 21 patients treated with HHR had worse Constant scores and decreased forward elevation and abduction than the 19 patients treated with RSA. However, the DASH scores were not significantly different and the RSA group had increased rotation. Radiographic complications included three patients with tuberosity malunion or non-union in the HHR group compared with 15 cases of scapular notching in the RSA group. However, the clinical relevance of the notching was not discussed; patients with malunited or non-united tuberosities in the HHR group had significanty worse functional outcomes [15] .
In 2013, Boyle et al. [16] reported their findings from the New Zealand Joint registry. This is currently the largest study in the literature, with 368 patients skewed heavily to HHR (313 vs 58 RSA). The Oxford Shoulder Score was higher in the RSA group than the HHR group at 5 years. Revision rates were not significantly different between groups [16] .
In a much smaller study, Young et al. [17] did not observe any significant differences in functional scores (ASES, Oxford), ROM or complications rate between 10 RSA and 10 matched HHR patients.
Garrigues et al. [18] . reported on 19 patients with proximal humerus fractures Fig. (1) treated with HHR or RSA with followup averaging 3.6 years. Patients with RSA had significantly better functional outcomes scores and satisfaction. The RSA patients were older, with a mean age of 80 years compared to 69 years in the HA group; RSA patients had better forward elevation, and higher functional scores as measured by ASES, University of Pennsylvania score and Single Assessment Numeric Evaluation. Quality of life measures and rotation were not significantly different between groups [18] .
In a cost-effectiveness analysis, Chalmers et al. [19] observed that RSA was less expensive overall when total cost including all factors including post-operative rehabilitation were considered.
CONCLUSION
In summary, both HHR and RSA appear to offer good pain relief with no difference in DASH scores, a measure of disability in daily life, in studies that used this outcome measure. However, functional outcomes in HHR are significantly lower when the tuberosities do not heal, a factor which does not appear to affect the functional outcomes in RSA with the exception of rotation. Survivorship continues to remain a concern with RSA, although revision rates appear to be higher with HHR. The cost of hemiarthroplasty prosthesis is considerably lower than RSA implants; however data suggests that HHR is more expensive when the higher rehabilitation costs are considered. While both HHR and RSA are reasonable implant choices for elderly patients with acute proximal humerus fractures, RSA appears to carry certain advantages, particularly in elderly and low-demand patients, because a successful outcome is much less contingent on tuberosity healing. 
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